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BACKGROUND: Patients discharged against medical advice 
(AMA) have higher rates of readmission and mortality than 
patients who are conventionally discharged. Bioethicists 
have proposed best practice approaches for AMA discharg-
es, but studies have revealed that some providers have mis-
conceptions about their roles in these discharges.

OBJECTIVE: This study assessed patient characteristics 
and provider practices for AMA discharges at a county hos-
pital and provider perceptions and knowledge about AMA 
discharges.

DESIGN: This mixed-methods cross-sectional study in-
volved chart abstraction and survey administration. 

PARTICIPANTS: Charts were reviewed for all AMA discharg-
es (n = 319) at a county hospital in 2014. Surveys were com-
pleted by 178 healthcare providers at the hospital. 

RESULTS: Of 12,036 admissions, 319 (2.7%) ended with an 

AMA discharge. Compared with conventionally discharged 
patients, patients who left AMA were more likely to be young, 
male, and homeless and less likely to be Spanish-speak-
ing. Of the AMA patients, 29.6% had capacity documented, 
21.4% had medications prescribed, and 25.7% had follow-up 
arranged. Of patients readmitted within 6 months after AMA, 
23.5% left AMA again at the next visit. Attending physicians 
and trainee physicians were more likely than nurses to say 
that AMA patients should receive medications and follow-up 
(94% and 84% vs 64%; P < 0.05).

CONCLUSIONS: Although providers overall felt comfortable 
determining capacity and discussing AMA discharges, they 
rarely documented these discussions. Nurses and physicians 
differed in their thinking regarding whether to arrange fol-
low-up for patients leaving AMA, and in practice arrange-
ments were seldom made. Journal of Hospital Medicine 
2017;12:11-17. © 2017 Society of Hospital Medicine

Patients leave the hospital against medical advice (AMA) 
for a variety of reasons. The AMA rate is approximately 1% 
nationally but substantially higher at safety-net hospitals 
and has rapidly increased over the past decade.1-5 The princi-
ple that patients have the right to make choices about their 
healthcare, up to and including whether to leave the hos-
pital against the advice of medical staff, is well-established 
law and a foundation of medical ethics.6 In practice, however, 
AMA discharges are often emotionally charged for both pa-
tients and providers, and, in the high-stress setting of AMA 
discharge, providers may be confused about their roles.7-9

The demographics of patients who leave AMA have been 
well described. Compared with conventionally discharged 
patients, AMA patients are younger, more likely to be male, 
and more likely a marginalized ethnic or racial minority.10-14 
Patients with mental illnesses and addiction issues are over-
represented in AMA discharges, and complicated capacity 
assessments and limited resources may strain providers.7,8,15,16 
Studies have repeatedly shown higher rates of readmission 

and mortality for AMA patients than for conventionally 
discharged patients.17-21 Whether AMA discharge is a mark-
er for other prognostic factors that bode poorly for patients 
or contributes to negative outcomes, data suggest this group 
of patients is vulnerable, having mortality rates up to 40% 
higher 1 year after discharge, relative to conventionally dis-
charged patients.12

Several models of standardized best practice approaches 
for AMA have been proposed by bioethicists.6,22,23 Although 
details of these approaches vary, all involve assessing the pa-
tient’s decision-making capacity, clarifying the risks of AMA 
discharge, addressing factors that might be prompting the 
discharge, formulating an alternative outpatient treatment 
plan or “next best” option, and documenting extensively. 
A recent study found patients often gave advance warning 
of an AMA discharge, but physicians rarely prepared by ar-
ranging follow-up care.8 The investigators hypothesized that 
providers might not have known what they were permitted 
to arrange for AMA patients, or might have thought that 
providing “second best” options went against their princi-
ples. The investigators noted that nurses might have become 
aware of AMA risk sooner than physicians did but could not 
act on this awareness by preparing medications and arranging 
follow-up.

Translating models of best practice care for AMA patients 
into clinical practice requires buy-in from bedside provid-
ers, not just bioethicists. Given the study findings that pro-
viders have misconceptions about their roles in the AMA 
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discharge,7 it is prudent to investigate providers’ current 
practices, beliefs, and concerns about AMA discharges before 
introducing a new approach. 

The present authors conducted a mixed-methods 
cross-sectional study of the state of AMA discharges at 
Highland Hospital (Oakland, California), a 236-bed county 
hospital and trauma center serving a primarily underserved 
urban patient population. The aim of this study was to assess 
current provider practices for AMA discharges and provid-
er perceptions and knowledge about AMA discharges, ulti-
mately to help direct future educational interventions with 
medical providers or hospital policy changes needed to im-
prove the quality of AMA discharges. 

METHODS
Phase 1 of this study involved identifying AMA patients 
through a review of data from Highland Hospital’s electron-
ic medical records for 2014. These data included discharge 
status (eg, AMA vs other discharge types). The hospital’s 
floor clerk distinguishes between absent without official 
leave (AWOL; the patient leaves without notifying a pro-
vider) and AMA discharge. Discharges designated AWOL 
were excluded from the analyses. 

In phase 2, a structured chart review (Appendix A) was 
performed for all patients identified during phase 1 as being 
discharged AMA in 2014. In these reviews, further assess-
ment was made of patient and visit characteristics in hospi-
talizations that ended in AMA discharge, and of providers’ 
documentation of AMA discharges—that is, whether sever-
al factors were documented (capacity; predischarge indica-
tion that patient might leave AMA; reason for AMA; and 
indications that discharge medications, transportation, and 
follow-up were arranged). These visit factors were reviewed 
because the literature has identified them as being important 
markers for AMA discharge safety.6,8 Two research assistants, 
under the guidance of Dr. Stearns, reviewed the charts. To 
ensure agreement across chart reviews with respect to sub-
jective questions (eg, whether capacity was adequately doc-
umented), the group reviewed the first 10 consecutive charts 
together; there was full agreement on how to classify the 
data of interest. Throughout the study, whenever a research 
assistant asked how to classify particular patient data, Dr. 
Stearns reviewed the data, and the research team made a de-
cision together. Additional data, for AMA patients and for 
all patients admitted to Highland Hospital, were obtained 
from the hospital’s data warehouse, which pools data from 
within the health system.

Phase 3 involved surveying healthcare providers who 
were involved in patient care on the internal medicine and 
trauma surgery services at the hospital. These providers 
were selected because chart review revealed that the vast 
majority of patients who left AMA in 2014 were on one 
of these services. Surveys (Appendix B) asked participant 
providers to identify their role at the hospital, to provide a 
self-assessment of competence in various aspects of AMA 
discharge, to voice opinions about provider responsibilities in 

arranging follow-up for AMA patients, and to make sugges-
tions about the AMA process. The authors designed these 
surveys, which included questions about aspects of care that 
have been highlighted in the AMA discharge literature as 
being important for AMA discharge safety.6,8,22,23 Surveys 
were distributed to providers at internal medicine and trau-
ma surgery department meetings and nursing conferences. 
Data (without identifying information) were analyzed, and 
survey responses kept anonymous.

The Alameda Health System Institutional Review Board 
approved this project. Providers were given the option of 
writing their name and contact information at the top of the 
survey in order to be entered into a drawing to receive a prize 
for completion.

We performed statistical analyses of the patient charts and 
physician survey data using Stata (version 14.0, Stata Corp., 
College Station, Texas). We analyzed both patient- and en-
counter-level data. In demographic analyses, this approach 
prevented duplicate counting of patients who left AMA 
multiple times. Patient-level analyses compared the demo-
graphic characteristics of AMA patients and patients dis-
charged conventionally from the hospital in 2014. In addi-
tion, patients with either 1 or multiple AMA discharges were 
compared to identify characteristics that might be linked to 
highest risk of recurrent AMA discharge in the hope that ear-
ly identification of these patients might facilitate providers’ 
early awareness and preparation for follow-up care or hos-
pitalization alternatives. We used ANOVAs for continuous 
variables and tests of proportions for categorical variables. 
On the encounter level, analyses examined data about each 
admission (eg, AMA forms signed, follow-up arrangements 
made, capacity documented, etc.) for all AMA discharg-
es. We employed chi square tests to identify variations in 
healthcare provider survey responses. A P value < 0.05 was 
used as the significance cut-off point.

Staged logistic regression analyses, adjusted for demograph-
ic characteristics, were performed to assess the association 
between risk of leaving AMA (yes or no) and demographic 
characteristics and the association between risk of leaving 
AMA more than once (yes or no) and health-related char-
acteristics.

RESULTS
Demographic, Clinical, and Utilization Characteristics
Of the 12,036 Highland Hospital admissions in 2014, 319 
(2.7%) ended with an AMA discharge. Of the 8207 indi-
vidual patients discharged, 268 left AMA once, and 29 left 
AMA multiple times. Further review of the Admissions, 
Discharges, and Transfers Report generated from the elec-
tronic medical record revealed that 15 AWOL discharges 
were misclassified as AMA discharges.

Compared with patients discharged conventionally, 
AMA patients were significantly younger; more likely to be 
male, to self-identify as Black/African American, and to be 
English-speaking; and less likely to self-identify as Asian/Pa-
cific Islander or Hispanic/Latino or to be Chinese- or Span-
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ish-speaking (Table 1). They were also more likely than all 
patients admitted to Highland to be homeless (15.7% vs 
8.7%; P < 0.01). Multivariate regression analysis revealed 
persistent age and sex disparities, but racial disparities were 
mitigated in adjusted analyses (Appendix C). Language dis-
parities persisted only for Spanish speakers, who had a sig-
nificantly lower rate of AMA discharge, even in adjusted 
analyses. 

The majority of AMA patients were on the internal med-
icine service (63.5%) or the trauma surgery service (24.8%). 
Regarding admission diagnosis, 17.2% of AMA patients were 
admitted for infections, 5.0% for drug or alcohol intoxica-
tion or withdrawal, 38.9% for acute noninfectious illnesses, 
16.7% for decompensation of chronic disease, 18.4% for in-
juries or trauma, and 3.8% for pregnancy complications or 

labor. Compared with patients who left AMA once, patients 
who left AMA multiple times had higher rates of heavy al-
cohol use (53.9% vs 30.9%; P = 0.01) and illicit drug use 
(88.5% vs 53.7%; P < 0.001) (Table 2). In multivariate anal-
yses, the increased odds of leaving AMA more than once 
persisted for current heavy illicit drug users compared with 
patients who had never engaged in illicit drug use.

Discharge Characteristics and Documentation
Providers documented a patient’s plan to leave AMA before 
actual discharge 17.3% of the time. The documented plan to 
leave had to indicate that the patient was actually consider-
ing leaving. For example, “Patient is eager to go home” was 
not enough to qualify as a plan, but “Patient is thinking of 
leaving” qualified. For 84.3% of AMA discharges, the hos-

TABLE 1. Descriptive Characteristics of AMA and Non-AMA Patients at Highland Hospital, 2014

Patient Characteristic

Patient Group

PaAMA (n = 268) Non-AMA (n = 7939)

Mean (SD) age, y 44.5 (14.4) 48.5 (18.1) < 0.001

Female sex, n (%) 71 (26.5) 4137 (52.1) < 0.001

Race/ethnicity, n (%)

   White

   Black 

   Asian/Pacific Islander

   Hispanic/Latino

   Native American

   Other 

53

150

23

25

2

13

(19.9)

(56.4)

(8.7)

(9.4)

(0.8)

(4.9)

1320

2794

1130

1577

39

999

(16.8)

(35.6)

(14.4)

(20.1)

(0.5)

(12.7)

0.18

< 0.001

0.01

< 0.001

0.50

< 0.001

Language, n (%)

   English

   Spanish

   Chinese

   Tagalog

   Vietnamese

   Other

248

15

2

0

1

2

(92.5)

(5.6)

(0.8)

(0.0)

(0.4)

(0.8)

5394

1656

247

78

99

458

(68.0)

(20.9)

(3.1)

(1.0)

(1.3)

(5.8)

< 0.001

< 0.001

0.03

0.10

0.20

< 0.001

Housing status,b n (%)

   Housed

   Homeless

   SNF, rehabilitation, long-term care

204

38

1

(84.0)

(15.7)

(0.4)

—

—

—

—

—

—

—

—

—

Alcohol use,b n (%)

   Current heavy

   Former heavy 

   Occasional

   Never

82

14

64

86

(33.3)

(5.7)

(26.0)

(35.0)

—

—

—

—

—

—

—

—

—

—

—

—

Illicit drug use,b n (%)

   Current

   Former

   Never

140

18

86

(57.4)

(7.4)

(35.3)

—

—

—

—

—

—

—

—

—

Mental illness,b n (%)

   Depression

   Bipolar disorder

   Schizophrenia 

   Dementia

   Other

48

21

10

11

1

17

(17.9)

(7.8)

(3.7)

(4.1)

(0.4)

(6.3)

—

—

—

—

—

—

—

—

—

—

—

—

—

—

—

—

—

—

aTests of proportions and t tests were used to calculate P values.
bData not available for non-AMA patients.

NOTE: Abbreviations: AMA, against medical advice; SD, standard deviation; SNF, skilled nursing facility.
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pital’s AMA form was signed and was included in the med-
ical record. Documentation showed that medications were 
prescribed for AMA patients 21.4% of the time, follow-up 
was arranged 25.7% of the time, and follow-up was pending 

arrangement 14.8% of the time. The majority of AMA pa-
tients (71.4%) left during daytime hours. In 29.6% of AMA 
discharges, providers documented AMA patients had deci-
sion-making capacity.

TABLE 2. Patients With 1 or ≥2 AMA Discharges at Highland Hospital, 2014: Descriptive Characteristics and 
Multivariate Logistic Regression Analyses of Association Between Risk of Leaving AMA ≥2 Times in Calendar 
Year and Multiple Health-Related Characteristics

Patient Characteristic

Patient Group

Adjusted OR (95% CI)1 AMA Discharge (n = 239) ≥2 AMA Discharges (n = 29)

Demographics

Mean (SD) age, y 44.7 (14.5) 42.7 (14.2) 1.00 (0.96-1.04)

Female sex (reference = male), n (%) 63 (26.4) 8 (27.6) 1.52 (0.49-4.75)

Race/ethnicity, n (%)

White (reference) 47 (19.8) 6 (21.4) 1.00

Black 133 (55.9) 17 (60.7) 1.60 (0.29-8.78)

Asian/Pacific Islander 22 (9.2) 1 (3.6) 1.06 (0.08-14.89)

Hispanic/Latino 21 (8.8) 4 (14.3) 2.04 (0.13-32.41)

Native American 2 (0.8) 0 (0.0) —

Other 13 (5.5) 0 (0.0) —

Language, n (%)

English (reference) 221 (92.5) 27 (93.1) 1.00

Spanish 13 (5.4) 2 (6.9) 1.14 (0.05-28.44)

Chinese 2 (0.8) 0 (0.0) —

Tagalog 0 (0.0) 0 (0.0) —

Vietnamese 1 (0.4) 0 (0.0) —

Other 2 (0.8) 0 (0.0) —

Housing status, n (%)

Housed (reference) (84.4) — (80.0) 1.00

Homeless (15.1) — (20.0) 1.80 (0.45-7.17)

SNF, rehabilitation, long-term care — (0.5) — (0.0) —

Health-related characteristics

Alcohol use, n (%)

Current heavy 68 (30.9) 14 (53.9) 1.02 (0.33-3.11)

Former heavy 14 (6.4) 0 (0.0) —

Occasional 62 (28.2) 2 (7.7) 0.10a (0.01-0.83)

Never (reference) (34.6) 10 (38.5) 1.00

Illicit drug use, n (%)

Current 117 (53.7) 23 (88.5) 4.48a (1.11-18.01)

Former 18 (8.3) 0 (0.0) —

Never (reference) 83 (38.1) 3 (11.5) 1.00

Mental illness, n (%)

No (reference) 196 (82.0) 24 (82.8) 1.00

Yes 43 (18.0) 5 (17.2) 0.42 (0.09-2.06)

Depression 18 (7.5) 3 (10.3) —

Bipolar disorder 10 (4.2) 0 (0.0) —

Schizophrenia 10 (4.2) 1 (3.4) —

Dementia 1 (0.4) 0 (0.0) —

Other 15 (6.3) 2 (6.9) —

aP < 0.05. 

NOTE: Abbreviations: AMA, against medical advice; CI, confidence interval; OR, odds ratio; SD, standard deviation; SNF, skilled nursing facility.



An Official Publication of the Society of Hospital Medicine Journal of Hospital Medicine    Vol 12  |  No 1  |  January 2017          15

Discharges Against Medical Advice   |   Stearns et al

Readmission After AMA Discharge
Of the 268 AMA patients, 67.7% were not readmitted with-
in the 6 months after AMA, 24.5% had 1 or 2 readmissions, 
and the rest had 3 or more readmissions (1 patient had 15). 
In addition, 35.8% returned to the emergency department 
within 30 days, and 16.4% were readmitted within 30 days. 
In 2014, the hospital’s overall 30-day readmission rate was 
10.8%. Of the patients readmitted within 6 months after 
AMA, 23.5% left AMA again at the next visit, 9.4% left 
AWOL, and 67.1% were discharged conventionally.

Drivers of Premature Discharge
Qualitative analysis of the 35.5% of patient charts docu-
menting a reason for leaving the hospital revealed 3 broad, 
interrelated themes (Figure 1). The first theme, dissatisfac-
tion with hospital care, included chart notations such as “His 
wife couldn’t sleep in the hospital room” and “Not satisfied 
with all-liquid diet.” The second theme, urgent personal is-
sues, included comments such as “He has a very important 
court date for his children” and “He needed to take care of 
immigration forms.” The third theme, mental health and sub-
stance abuse issues, included notations such as “He wants to 
go smoke” and “Severe anxiety and prison flashbacks.”

Provider Self-Assessment and Beliefs 
The survey was completed by 178 healthcare providers: 
49.4% registered nurses, 19.1% trainee physicians, 20.8% 
attending physicians, and 10.7% other providers, including 
chaplains, social workers, and clerks. Regarding self-assess-
ment of competency in AMA discharges, 94% of providers 
agreed they were comfortable assessing capacity, and 94% 
agreed they were comfortable talking with patients about the 
risks of leaving AMA (Figure 2). Nurses were more likely 
than trainee physicians to agree they knew what to do for 
patients who lacked capacity (74% vs 49%; P = 0.02). Most 
providers (70%) agreed they usually knew why their patients 
were leaving AMA; in this self-assessment, there were no 
significant differences between types of providers.

Regarding follow-up, attending physicians and trainee 
physicians demonstrated more agreement than nurses that 
AMA patients should receive medications and follow-up 
(94% and 84% vs 64%; P < 0.05). Nurses were more likely 
than attending physicians to say patients should lose their 
rights to hospital follow-up because of leaving AMA (38% vs 
6%; P < 0.01). A minority of providers (37%) agreed trans-
portation should be arranged. Addiction was the most com-
mon driver of AMA discharge (35%),  followed by familial 
obligations (19%), dissatisfaction with hospital care (16%), 
and financial concerns (15%).

DISCUSSION
The demographic characteristics of AMA patients in this 
study are similar to those identified in other studies, show-
ing overrepresentation of young male patients.12,14 Homeless 
patients were also overrepresented in the AMA discharge 
population at Highland Hospital—a finding that has not 

been consistently reported in prior studies, and that war-
rants further examination. In adjusted analyses, Spanish 
speakers had a lower rate of AMA discharge, and there were 
no racial variations. This is consistent with another study’s 
finding: that racial disparities in AMA discharge rates were 
largely attributable to confounders.24 Language differences 
may result from failure of staff to fully explain the option 
of AMA discharge to non-English speakers, or from fear of 
immigration consequences after AMA discharge. Further 
investigation of patient experiences is needed to identify 
factors that contribute to demographic variations in AMA 
discharge rates.25,26

Of the patients who left AMA multiple times, nearly all 
were actively using illicit drugs. In a recent study conducted 
at a safety-net hospital in Vancouver, Canada, 43% of pa-
tients with illicit drug use and at least 1 hospitalization left 
AMA at least once during the 6-year study period.11 Many 
factors might explain this correlation—addiction itself, poor 
pain control for patients with addiction issues, fears about in-
carceration, and poor treatment of drug users by healthcare 
staff.15 Although the medical literature highlights deficits in 
pain control for patients addicted to opiates, proposed solu-
tions are sparse and focus on perioperative pain control and 
physician prescribing practices.27,28 At safety-net hospitals in 

FIG. 1. Qualitative assessment of reasons for premature discharge. Interrelated 
themes were derived from open-ended comments in medical record. Abbrevia-
tion: AMA, against medical advice.
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which addiction is a factor in many hospitalizations, there 
is opportunity for new research in inpatient pain control 
for patients with substance dependence. In addition, harm 
reduction strategies—such as methadone maintenance for 
hospitalized patients with opiate dependence and abscess 
clinics as hospitalization alternatives for injection-associat-
ed infection treatment—may be key in improving safety for 
patients.11,15,29

Comparing the provider survey and chart review results 
highlights discordance between provider beliefs and clini-
cal practice. Healthcare providers at Highland Hospital 
considered themselves competent in assessing capacity and 
talking with patients about the risks of AMA discharge. In 
practice, however, capacity was documented in less than a 
third of AMA discharges. Although the majority of provid-
ers thought medications and follow-up should be arranged 
for patients, arrangements were seldom made. This may be 
partially attributable to limited resources for making these 
arrangements. Average time to “third next available” prima-
ry care appointment within the county health system that 
includes Highland was 44.6 days for established patients 
during the period of study; for new primary care patients, the 
average wait for an appointment was 2 to 3 months. High-
land has a same-day clinic, but inpatient providers are dis-
couraged from using it as a postdischarge clinic for patients 
who would be better served in primary care. Medications 
and transportation are easily arranged during daytime hours 
but are not immediately available at night. In addition, some 
of this discrepancy may be attributable to the limited doc-
umentation rather than to provider failure to achieve their 

own benchmarks of quality care for AMA patients. 
Documentation in AMA discharges is key for multiple rea-

sons. Most AMA patients in this study signed an AMA form, 
and it could be that the rate of documenting decision-making 
capacity was low because providers thought a signed AMA 
form was adequate documentation of capacity and informed 
consent. In numerous court cases, however, these forms 
were found to be insufficient evidence of informed consent 
(lacking other supportive documentation) and possibly to go 
against the public good.30 In addition, high rates of repeat 
emergency department visits and readmissions for AMA pa-
tients, demonstrated here and in other studies, highlight the 
importance of careful documentation in informing subse-
quent providers about hospital returnees’ ongoing issues.17-19

This study also demonstrated differences between nurses 
and physicians in their beliefs about arranging follow-up 
for AMA patients. Nurses were less likely than physicians 
to think follow-up arrangements should be made for AMA 
patients and more likely to say these patients should lose 
the right to follow-up because of the AMA discharge. For 
conventional discharges, nurses provide patients with sig-
nificantly more discharge education than interns or hospi-
talists do.31 This discrepancy highlights an urgent need for 
the education and involvement of nurses as stakeholders in 
the challenging AMA discharge process. Although the per-
centage of physicians who thought they were not obligated 
to provide medications and arrange follow-up for AMA pa-
tients was lower than the percentage of nurses, these beliefs 
contradict best practice guidelines for AMA discharges,22,23 
and this finding calls attention to the need for interventions 

FIG. 2. Results of physician and nurse survey responses. N = 159 (21.4% attending physicians, 23.3% intern/resident physicians, 55.3% registered nurses [RNs]).  
P < 0.05.
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to improve adherence to professional and ethical guidelines 
in this aspect of clinical practice. 

Providers showed a lack of familiarity with practice guide-
lines regarding certain aspects of the AMA discharge pro-
cess. For example, most providers thought they should not 
have to arrange transportation for AMA patients, even 
though both the California Hospital Association Guidelines 
and the Highland Hospital internal policy on AMA dis-
charges recommend arranging appropriate transportation.32 
This finding suggests a need for educational interventions to 
ensure providers are informed about state and hospital pol-
icies, and a need to include both physicians and nurses in 
policymaking so theory can be tied to practice.

This study was limited to a single center with healthcare 
provider and patient populations that might not be gener-
alizable to other settings. In the retrospective chart review, 
the authors were limited to information documented in the 
medical record, which might not accurately reflect the AMA 
discharge process. As they surveyed a limited number of social 
workers, case managers, and others who play an important 
role in the AMA discharge process, their data may lack vary-
ing viewpoints.

Overall, these data suggest providers at this county hospi-
tal generally agreed in principle with the best practice guide-
lines proposed by bioethicists for AMA discharges. In practice, 
however, providers were not reliably following these guide-
lines. Future interventions—including provider education 
on best practice guidelines for AMA discharge, provider in-
volvement in policymaking, supportive templates for guiding 
documentation of AMA discharges, and improving access 
to follow-up care—will be key in improving the safety and 
health outcomes of AMA patients.
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